Resource utilization groups, version III (RUG-III
INTRODUCTION
As mandated by the Balanced Budget Act of 1997, the Health Care Financing Administration on July 1, 1998 began phasing in a prospective payment system (PPS) for Medicare-covered stays in SNFs. The prospective payment is meant to cover nearly all costs of providing care, including routine service, ancillary and capital-related costs, with only a few exceptions such as physician ser vices. The Balanced Budget Act of 1997 requires that payments be adjusted for case mix using a "resident classification system, established by the Secretar y [of Health and Human Services] , that accounts for the relative resource utilization of different patient types"(U.S. Congress, 1997) . RUG-III is the classification system currently used by CMS to classify residents for Medicare payment. Our objectives were to test the variance explanation of the RUG-III resident classification system, identify reasons for its low variance explanation, and test the variance explanation of modified versions of RUG-III.
RUG-III was developed in the early 1990s using staff-time data from a sample of nursing facilities in six States (Fries et al., 1994) . Classification is based on residents' physical functioning, disease diagnoses, health conditions, and treatments received, as recorded in the minimum data set, version 2.0 (MDS-2.0), a lengthy and detailed data collection instrument filled out by SNF staff. RUG-III first tests whether a SNF resident qualifies for each of the seven major categories: (1) rehabilitation, (2) extensive services, (3) special care, (4) clinically complex, (5) impaired cognition, (6) behavior problems, and (7) reduced physical function. Residents who qualify for a major category are then split into mutually exclusive groups, with names such as "Very High Rehabilitation A" and "Extensive Services 3" (Federal Register, 1998) . A resident may meet the qualification criteria for many RUG-III groups, but a resident is only assigned to the group with the highest payment rate. Between January and March 2001, 77.4 percent of SNF residents were assigned to the rehabilitation major category, and 13.3 percent were assigned to the extensive services major category (U. S. General Accounting Office, 2002) . Within the rehabilitation major category, assignment to a group depends on the number of minutes of rehabilitation therapy received per week and the resident's limitations in activities of daily living. Within extensive services, assignment to a group depends on intravenous medications, parenteral feeding, and whether the resident qualifies for other major categories.
One of the fundamental tradeoffs in the payment of health care providers is efficiency in production versus selection and skimping (Newhouse, 1996) . By setting payment rates prospectively, payers encourage productive efficiency, meaning minimizing the cost of producing a given service. This desirable response to prospective payment comes at the cost of creating incentives to reduce the level and quality of services provided (skimping) and to seek low-cost patients and shun high-cost patients (selection). By classifying individuals into case-mix groups, the incentive for providers to select low-cost residents can be lessened. The effectiveness of a casemix classification selection depends on its ability to sort individuals into groups with homogenous resource needs. This effectiveness is typically measured using the R 2 statistic from a regression of costs on casemix group dummy variables. The R 2 statistic is equivalent to the percent of variance in costs explained by the case-mix classification system. In assessing a case-mix classification system, there is no clear cutoff separating an acceptably high R 2 from an unacceptably low R 2 . In assessing RUG-III, however, we should expect the R 2 to be high because classification is largely determined by the services provided and costs incurred rather than diagnoses. Furthermore, because the SNF PPS has no outlier provision, the standards for an acceptable R 2 should be higher than in other settings in which there is an outlier provision (such as short-stay hospitals or home health).
We use resident-level data on clinical characteristics and the costs of providing care to estimate the effectiveness of the RUG-III case-mix classification system. We find that the RUG-III case-mix groups explain little of the variance in total costs, and that certain resident characteristics (such as receiving intravenous medications) are strongly associated with having high costs relative to other individuals in the same case-mix group. We test simple modifications of the RUG-III system, and find that they achieve higher variance explanation.
METHODS

Data Sources
For all of our analyses we use data from the CMS-funded SNF staff-time measurement (STM) study which took place in 1995 and 1997. The STM study recorded the number of minutes per day of nurse and rehabilitation therapist staff time required to care for SNF residents. The STM included data on 3,933 Medicare, Medicaid and self-pay residents in 150 Medicare-certified SNF units in 12 States (Kansas, Maine, Mississippi, Ohio, South Dakota, Texas, Washington, California, Florida, Maryland, Colorado, and New York). To collect staff-time data, all nursing staff used electronic wands over a period of 48 hours to record direct resident care time. Physical, occupational, and speech therapy time was collected over the span of a week. Non-resident specific nursing time (such as meetings, administration, breaks, and unit maintenance) was allocated equally across all unit residents. The STM data for all 3,933 residents were merged with MDS-2.0 assessments that were filled out near the time of the STM. The MDS-2.0 assessment data were checked for missing, invalid, and out-of-range responses and were recoded when the intention was obvious (such as replacing-with 0. Dichotomous variables were created based on certain non-dichotomous variables. For example, G1a_not ("transfer did not occur during last 7 days") was created based on G1aa ("transfer activities of daily living selfperformance") and O3_any ("1 or more injections received during the last 7 days") was created based on O3 ("number of days injections of any type received during the last 7 days").
This research differs from previous SNF case-mix research in that our data set includes Medicare Part A and Part B claims data on ancillary services such as diagnostic services, supplies, and prescription drugs. Of the 3,933 records in the STM file, 1,344 had a Medicare SNF claim that met the following criteria for a Medicare stay: the provider identifier in the Medicare claim(s) matched that of the facility surveyed in the STM and the Medicare claim(s) covered a date within 15 days of the STM study week. These stays were defined as Medicare stays meaning that we assumed the SNF care on the day of the STM was paid for by Medicare. A relatively large fraction of stays, 1,344 out of 3,933 or 34 percent, were Medicare stays, which reflects the fact that high-acuity facilities were chosen to participate in the STM. The process of building the data set is described in more detail by White, Pizer, and White (1999) .
Estimating Total Per Diem Costs
The STM data report the number of minutes of resident care provided by nursing and therapy staff. Total per diem staff-time costs for each resident were estimated by multiplying the number of occupation-specific minutes for that resident by that occupation's salary and summing across all of the occupations (White, Pizer, and White, 1999) . We found that fringe benefits represent 24 percent of the total compensation for nursing home employees (U.S. Department of Labor, 1999) . Staff time costs were, therefore, inflated by a factor of 1.3 to account for these fringe benefits.
The covered charges reported in the claims are routinely discounted by the fiscal intermediary, on the basis of audited reasonable cost. We calculated a cost-tocharge discount factor (the ratio of total Part A allowed cost to total Part A charges) for each facility based on Medicare cost reports. This discount factor was applied to the facility's non-therapy ancillary charges. For facilities with missing cost report data, discount factors were imputed using the average discount factor among facilities from the same State, year, and setting (hospitalbased versus freestanding). To account for overhead costs such as capital, building maintenance, and non-clinical staff, $55.88 was added to the estimated per diem costs for each resident-this equals the overhead component of the Federal RUG-III payment rates in 1998 (Federal Register, 1998) . Total estimated per diem cost (hereafter referred to simply as "total costs") for each resident equals staff time costs estimated from the STM (including nursing and therapy) plus non-therapy ancillary costs estimated from Medicare claims plus overhead costs estimated from the Federal reimbursement rate. Costs reflect nominal dollars (note, though, that the same wage weights were applied to the 1995 and 1997 staff-time minutes and that the wages were estimated using 1996 data).
Creation of the Analytic Data Set
For all 3,933 observations, the STM data were merged with the MDS-2.0 assessment data. For the 1,344 observations with a valid Medicare SNF stay claim, the STM and MDS-2.0 data were merged with Medicare claims data. Observations for 38 Medicare stays and 102 non-Medicare stays had missing or invalid MDS-2.0 data and were, therefore, excluded from the sample. Two Medicare stay observations from the same facility were excluded from analysis because of their extremely unusual cost patterns. This yielded a final analytic data set with 1,304 Medicare-stay observations and 2,487 non-Medicare observations. The RUG-III grouper was used, with individuals assigned to the highest-payment group using payment rates from the Federal Register (1998) and the SAS Code for RUG III, version 5.12, (Health Care Financing Administration, 2000) .
Analytic Strategy
All analyses were performed using SAS/STAT version 6.12. We first described the cost variables for Medicare stays using univariate analysis. We then tested the variance explanation of RUG-III for different measures of costs and with different samples (Medicare stays only and all stays). Variance explanation was measured using the R 2 statistic from a regression of costs on a set of dummy variables representing the RUG-III groups.
We then tested whether certain clinical characteristics were associated with having high costs within RUG-III groups. We first calculated mean costs within each RUG-III group and then calculated residual cost, equal to the difference between an individual's cost and the mean costs within that individual's RUG-III group. This residual cost measure is equivalent to the residual from a regression of costs on a set of dummy variables representing the 44 RUG-III groups. T-tests were then performed using all (362) dichotomous MDS-2.0 items tested one at a time as predictors of residual costs. An additional t-test was also performed on a subsample of residents assigned to the rehabilitation category, using qualification for the extensive services category as a predictor of total costs. To measure t-test p-values, we assumed unequal variance across classes. We measured 95 percent confidence intervals for the within-class means using the standard errors generated by the SAS/STAT t-test procedure.
One possible modification of RUG-III is to replace the hierarchical classification system with a non-hierarchical system, in which a resident may be assigned to more than one group. We tested two non-hierarchical systems. In the first, the 44 mutually exclusive RUG-III groups are replaced by 44 dummy variables, each set to 1 or 0 depending on whether the resident met the qualification criteria for a particular RUG-III group. This non-hierarchical version differs from the standard RUG-III in that the groups are not mutually exclusive. A regression model was run of total costs on these 44 dummy variables. A second non-hierarchical version of RUG-III (the "simple" non-hierarchical model) was also tested. This version includes four dummy variables based on whether the resident met the qualification criteria for a group or groups in the following major categories: rehabilitation, extensive services, special care domain, and clinically complex.
RESULTS
Mean total per diem costs are $234.56. The distributions of total per diem costs, staff time costs, and non-therapy ancillary costs are summarized in Table 1 . Mean per diem staff-time costs are $104.66, and mean per diem non-therapy ancillary costs are $74.02. As expected, all three cost measures are right-skewed, with non-therapy ancillar y costs being extremely skewed. The correlation coefficient for staff-time costs and non-therapy ancillary costs is 0.23.
As shown in Table 2 , the RUG-III classification system explains only 10.4 percent of the variance in total costs (staff time plus non-therapy ancillary costs) among Medicare stays. Fries et al. (1994) reported that RUG-III explained 55.5 percent of the variance in costs. The gap between our results and these previously published results is primarily due to two differences in study design: we limit our sample for this analysis to Medicare stays, and we include non-therapy ancillary costs in our total cost variable. As shown in Table 2 , RUG-III performs much better when stafftime costs are used as the dependent variable instead of total costs, explaining 20.6 percent of the variance. Variance explanation increases again to 40.1 percent when staff-time costs are the dependent variable and all 3,793 stays (Medicare and nonMedicare) are included in the analytic sample. Some of the remaining gap in variance explanation (40.1 versus 55.5 percent) might be due to the fact that Fries et al. (1994) used self-reported staff time whereas our STM data were generated using electronic wands and bar codes. Also, if a case-mix classification system is developed using a particular data set, that classification system is likely to perform better on that data set than on an entirely new data set. This reflects the simple fact that a new data set will likely be drawn from a different population (different States or different 2 Total costs include staff time costs, non-therapy ancillary costs, and a flat $55.88 overhead amount for all observations. This overhead is the amount of the "non-case mix" component of the Federal per diem rates (Federal Register, 1998) . years) and will likely be gathered and processed in a slightly different way (such as different outlier exclusion rules or different wage weights).
High-Cost Individuals within RUG-III Groups Table 3 presents results of the t-tests using MDS-2.0 items as predictors of residual costs. Items were selected for presentation based on two criteria: a p-value <0.01, and an absolute difference greater than $75 in residual costs between residents with and without the MDS-2.0 item. This list of MDS-2.0 items is dominated by hightech special treatments such as ventilator and respiratory therapy, suctioning, receiving intravenous medications, parenteral feeding, and tracheostomy care.
Many of the items listed are qualifying criteria for the extensive services major category. This led us to test whether, among residents assigned to the rehabilitation category, residents who also qualify for the extensive services category have higher costs than those who do not. As shown in Table 4 , those rehabilitation residents who also qualify for extensive services have somewhat higher staff-time costs and much higher non-therapy ancillary costs and total costs (p-values <0.001).
Non-Hierarchical Versions of RUG-III As shown in Table 5 , the non-hierarchical 44-dummy variable version of RUG-III explains much more of the variance in costs (24.9 percent) than the standard RUG-III (10.4 percent). The simple nonhierarchical version, with four dummy variables, also explains more of the variance in costs (21.1 percent) than RUG-III.
DISCUSSION
The main complaint from providers regarding the SNF PPS is that SNFs are undercompensated for dual needs residents who incur high rehabilitation costs and high non-therapy ancillary costs. This is not surprising, given that RUG-III was developed using a data set that only included staff time (Fries et al., 1994) . The original developers of the RUG-III system did not measure non-therapy ancillary costs and assumed, out of some combination of necessity and convenience, that these costs were small and were closely associated with nursing costs (Fries et al., 1994) . Non-therapy ancillary costs, in our sample of Medicare stays, are quite large (mean $74.02) and are poorly correlated with staff-time costs (correlation coefficient of 0.23). It is not surprising, therefore, that a classification system designed to predict staff time costs performs poorly when used to predict total costs. The fact that residual costs are strongly associated with high-tech special treatments means that there are predictable cost patterns not accounted for in the RUG-III system. The most obvious pattern is that, among residents assigned to the rehabilitation category, no case-mix adjustment is made based on the special treatments (Table 3 ). This feature of the RUG-III system encourages SNFs to avoid certain types of residents, and also has implications for the distribution of payments across SNF types. A SNF with a high-severity resident population, such as a hospitalbased SNF providing intravenous medications to many of its residents, is likely to fare poorly under the new PPS.
An argument against a non-hierarchical model, such as the 44-variable model we tested, is that there would be many more payment rates than there are in the current system, making the system more complex. One response to this argument is that a 44-variable non-hierarchical system can be thought of as having one base payment amount and 43 adjuster amounts-this is hardly more complex than the current system. The second, more weighty response is that a simple 4-variable non-hierarchical 1 Percent of variance explained is measured using the R 2 statistic from a regression with total costs as the dependent variable.The non-hierarchical modified versions of RUG-III are described in the text.
NOTES: N=1,304. RUG-III is resource utilization groups, version III. To create the 44-variable non-hierarchical model, the 44 mutually exclusive RUG-III groups are replaced by 44 dummy variables, each set to 1 or 0 depending on whether the resident met the qualification criteria for a particular RUG-III group. To create the simple non-hierarchical model, four dummy variables are created based on whether the resident met the qualification criteria for a group or groups in the following major categories: rehabilitation, extensive services, special care domain, and clinically complex.
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